The question of whether sex offenders should be punished or treated is currently receiving serious attention from health, welfare and correctional authorities. Considerable enthusiasm is being expressed for the apparent advantages of treatment. It has been argued that treatment of offenders is more likely than punishment to reduce further offending and is consequently better for the community and more cost effective. This review looks at some of these issues, especially as they affect young sex offenders.
The Australian community is once again attempting to address the problems of child maltreatment, this time with added awareness of the complexities relating to adult sexual exploitation of children [ 1, 2] . There is now considerable tension between the legal system and the welfare system on these matters. To some extent this is due to the twin problems of establishing guilt and of showing, in a court of law, that sexual abuse occurred. Some representatives of welfare agencies are agitated because they believe that it is nearly impossible to meet the strict requirements of the law and to prosecute charges successfully. For instance, a Director of a Government Welfare Department is reported as saying that the Family Court is "the Court where incest is not a crime" [ 2 ] .
As a result of these perceived difficulties, it has been argued that many offenders get off scot-free, since they are never prosecuted or no conviction can be brought against them. On the other hand, others have argued that, unless an offence can be proved in a court of law, it has not, in effect, been committed; the alleged offender is innocent until proved guilty and attempts to interfere with an acquitted person's access to the child constitutes an infringement of civil liberties. Some cases have been described where, it is claimed, welfare agencies have attempted to circumvent or ignore court decisions by keeping a child in treatment, even though no offence has been proved and thereby, through clinical systems, deny access to someone who has been acquitted by the Court [ 2 ] .
Grave concerns about the potential adverse effects that the unavoidable contact with the legal system may have on the victim and hisher family have been expressed [3, 4] . Moreover, there does not seem to be good evidence that prison decreases the propensity to re-offend and, it has been argued, that "without treatment the offender is free to roam the community or is re-cycled back into the community at the same risk as prior to incarceration" [ 5 ] . The focus of attention has, therefore, shifted to treatment.
It should be emphasized that, although views against the legal model are gaining wide currency in professional welfare circles, the scientific evidence for the failure of the judicial and prison systems in the case of sex offenders is very fragile and solid evaluation studies are lacking. Furthermore, views expressed by professionals may not correspond to those of the public, where there appears to be considerable abhorrence towards sex offenders, especially rapists, who engender disquiet, particularly among the more isolated and vulnerable members of our community.
In this review of the question of the place of treatment for sex offenders, I will concentrate on the young sex offender. American crime statistics indicate that over half of child molestations and a third of rapes are committed by males less than 18 years of age 161, so that consideration of what we should do about these adolescents seems especially appropriate.
Are sex offenders sick?
Most sex offenders have a long history of sexually deviant behaviour extending back into childhood, including exhibitionism, voyeurism, public masturbation and cross-dressing [7] . Deviant sexual arousal seems to be established at an early age [8, 9] . However, not all incidents of minor deviant sexual behaviour in adolescence are part of a repetitious pattern. Some isolated incidents can result from personal stress or from foolhardiness. Nevertheless, it is usually emphasized that incidents like these should be taken seriously by psychiatrists and other health professionals, as they may be early signs of developing sexual deviance [8] .
While most sex offenders have a history of such minor deviant sexual behaviour, the relationship of these offences to more serious sexual crimes is not known. Rapists usually have a history marked by violence [ lo] . It is unclear whether they also have a history of minor sexually deviant behaviour. Clinical experience suggests that violence is part of the rapist's make-up from an early age. Clinicians have described children who fantasize about rape and may partially act out those fantasies, including "hunting" and harassing their victims [7] . It seems such children are more likely to commit serious sexual assaults later in life.
Several studies have reported a high level of psychiatric symptomatology among young sex offenders, including a considerable frequency of symptoms of schizophrenia and affective psychoses [ 10,l I]. However, the samples were drawn from offenders who were in jail or attending forensic outpatient clinics and may be biased towards more severe disturbances. Less serious psychopathology has been found among juvenile sex offenders who were diverted from court into mental health programmes. The most characteristic symptoms in this group were of disorders of personality and of impulse control although these should not be dismissed as insignificant
Is treatment effective?
Most authorities have emphasized that, from the psychiatric point of view, sex offenders show a diverse range of problems including frank psychiatric illness, intellectual and social deficiencies and disorders of personality. Consequently, they have recommended an eclectic approach to treatment, including specific psychiatric treatments, chemotherapy, behaviour modification and group, family and individual psychotherapies [ 131. Others have emphasized that sex offending is usually associated with cognitive distortions (rationalizations or "excuses") and these need to be addressed and corrected IS]. A report on the use of highly structured group interactions claimed that, of 14 adolescent sex offenders who completed the programme, only 1 graduate re-offended 3 years later Specific treatment aimed at decreasing inappropriate sexual arousal by behavioural or chemical methods [8] , or increasing socially appropriate sexual arousal through guided fantasy and masturbatory conditioning 1151 have been described. More general programmes of assertiveness training and social skills training are commonly employed. Increasing offender's level of accurate knowledge about human sexual behaviour and values is generally considered important [ 131. Alcohol and other substance abuse may be part of the offending pattern and active steps to get control is important. Certain treatments such as the use of hormonal preparations to reduce sexual drive may raise ethical issues.
Although there is considerable enthusiasm about these various programmes, the effectiveness of the treatments is, at present, unclear and few treatment modalities have been described in detail or scientifically evaluated for results. In terms of general principles, treatment may be more effective if the subject is young, if a psychiatric illness can be identified and if the offence is non-violent. Although many of the treatment modalities claim success, it would be premature to be too optimistic about treatment programmes for sex offenders. Therapists can over-estimate their usefulness. For example, as many as 30% of parents being treated for physically abusing their children, continued to maltreat their child, apparently unknown to their therapists [16] .
We should not neglect the potential of the private sector in psychiatry, medicine and psychology for therapeutic services. Private medical and psychology 1141.
practitioners have played an important role in the treatment of both sexually abused children and sex offenders [ 171. There may be good reasons to encourage private practitioners to see more sex offenders and to enhance accessibility to them.
A cycle of abuse?
Many sexual offenders have themselves been victims of physical and sexual abuse [10, 18, 19] . Links between earlier sexual abuse and later criminal behaviour, including sexual molestation, were described among young people who were victims of adult sexual exploitation 1201. Several authorities have postulated a cycle of sexual assault which involves the abused becoming the abuser [7, 19] .
Recent concern about sexual abuse has been mainly about girl victims. Boys have been overlooked and they may be neglected by services which are focussed on female victims [21] . Yet, boys form a considerable proportion of the total number of sexually abused children. For instance, boys formed 25% of victims seen in a community intervention programme and 16% seen in a medical clinic [22, 23] . Eleven percent of adults who entered a programme for adults abused as children were men [24] . It is likely also that sexual abuse of boys is under-reported [25, 26, 27] .
A medical centre in Sacramento, California, reported that among 189 sexually abused boys seen there, with an average age of 6 years (range 2 to 16 years), genital bruising, bite marks and urethral discharges were noted in 29% of cases. Anal penetration was reported by 40% of these children (and 71% of those aged 9 to 11 years) [23] . The issue of AIDS immediately comes to mind, but beyond this, it appears that many of these children may have been raped. In females, adverse outcomes for sexual abuse are more likely when violence accompanied the abuse (281.
The effects of sexual abuse on children can vary considerably [29] and it should be possible to overcome any adverse effects, including later propensity to abuse others. If the child is young, feels helpless, does not talk about the experience and experiences little warmth or caring, there is a greater chance of a long term adverse outcome [8] . Poor self esteem and problems with school and peers have been noted nearly 3 years after the assault experience [30] , but these problems seem potentially remedial with adequate post-assault support or treatment.
The reach of treatment programmes. Abel and his colleagues [31, 32] have emphasized the repetitive and obsessional nature of sexually deviant behaviours. In examining several hundred sex offenders they found that the subjects had engaged in deviant behaviour over very long periods and many admitted that they had committed several thousand offences, although they had been caught on very few occasions. The subjects showed arousal responses to a wide range of sexually deviant material under laboratory conditions, suggesting that the simple categories usually employed for sexually deviant behaviours (exhibitionism, voyeurism, paedophilia etc.) may, in practice, be anything but discrete and that cross-over was not uncommon.
The implication from this study is that treating a relatively small number of sexually deviant people, especially when they are young, may prevent a huge number of all sorts of sexually deviant behaviours. The effect of treatment programmes may be far more extensive than could adequately be gauged from official statistics alone. This is an important consideration. However, we must approach the conclusions from this study with caution. We are unable to know from the data whether the subjects' "admissions" of sexually deviant behaviours (other than those officially recorded) described real events or were the product of overheated imaginations. Also, the wide range of arousal responses obtained in the laboratory from the subjects is not unexpected and cannot be taken as hard evidence of deviant behaviour. 'Normal' persons appear to be stimulated by the depiction, in literature and images, of apparently sexually deviant material, although this does not necessarily mean that they are, or could be, sex offenders,
The moral questions
There is a long and relatively uncomfortable relationship between medicine and morals, particularly when the issues have involved sexuality. The State has often been deeply ambivalent about intervening in sexual regulation e.g. in sex education [33] . Medicine, on the contrary, has occasionally been over-enthusiastic about its capacity to improve society by construing social deviations as diseases and offering treatment. This was how, to some extent, the profession found itself embroiled in custodial mental hospital care [34] .
We must ask ourselves whether, once again, medicine is being asked to accept a social responsibility for which it is ill prepared. Is it being asked by welfare agencies to rid society of the problem of sex offences and sex offenders, while society eschews any responsibility for how these problems arose, or concern about the morality involved? Perhaps this is going too far. Still, society's current attitude to the sexual exploitation of children is an angry one, and the need to punish the offender is an expression of that attitude. These are issues which should actively exercise the minds of those responsible for advancing the idea of treatment as an alternative to punishment.
Such questions become especially sensitive when the sex offenders are themselves merely adolescents. Should we legitimately regard them as victims, the punishment of whom will only serve to further their persecution? Who is responsible for their condition anyway? Where does the immorality lie? Moreover, if we agree that young sex offenders, by and large, have a developmental pathology which could and should be treated, where does that leave other young offenders? Are all young offenders to be regarded in the same light? Should we ask what does their punishment achieve? Are they also treatable? It would be ironic indeed if we somehow achieved greater understanding about the nature and plight of all our socially deviant and incarcerated youth through sympathetic consideration of those among them who are widely regarded with greatest contempt.
Conclusions
Many sex offenders, including serious sex offenders, are male adolescents. They usually have a long history of sexually deviant behaviour, but many earlier incidents may have been overlooked. It is not clear what relationship, if any, exists between sex offenders who commit "public nuisance" acts, such as exhibitionism and voyeurism, and those who commit violent sexual assaults. Rapists usually have a history of violent behaviour.
Symptoms of frank psychiatric disorders are probably not common among sex offenders. From the diagnostic point of view, they form a heterogeneous group of people with a mixture of psychiatric, cognitive and social impairments. This implies a need for careful personal assessments of individuals and an approach to treatment which utilizes the full range of available options. So far, theeffectiveness of treatment programmes is unclear, although considerable optimism has been expressed by workers in the field and one of the advantages may be the prevention of many incidents which currently go unreported.
Many sex offenders have a history of having been physically and/or sexually abused themselves. Despite probably being under-reported in our community, boys form a considerable proportion of the total of known sexually abused children. They may be neglected by current services for sexually abused children and consequently the opportunity for preventive programmes may be being missed. If it is accepted that there is a sexual assault cycle, in which a victim becomes a perpetrator, then the aim would be to ameliorate the adverse long-term effects as soon as possible. In order to do this, aspects such as providing encouragement to victims to report early and the subsequent ready availability of treatment services will need to be addressed by the community.
The issue of treatment versus punishment of sex offenders is a sensitive one and we should approach it cautiously. In our current state of knowledge there are no guarantees about "cure" with regard to treatment. All intervention should be carefully monitored and evaluated. Gradually, it should be possible to work out effective treatment programmes tailored for individual needs.
Overall there seems some compelling reasons to embark on an early prevention programme to help male victims of physical and sexual abuse, so that they are less likely to victimise others in later life. Should prevention and treatment prove effective, it maybe possible to go some way in dispensing with the moral/punishment model in this area of human behaviour. This then raises the question of the management of other offending behaviours in young people.
